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Abstracts / Urological Science 26 (2015) 301e310308regression for all patients, only stone size, BMI and ureter or renal stone got
statistically signiﬁcant. In univariate analysis of the renal stone group, we
can ﬁnd that age BMI and stone size showed statistically signiﬁcant to
inﬂuence the success rate. In the multivariate logistic regression of the
renal stone group, BMI and stone size are the independent factors which
affect the success rate. In univariate analysis of the ureteral stone group,
only the stone size showed statistically signiﬁcant. In the multivariate lo-
gistic regression of the stone length and stone width of the ureteral stone,
only stone length is the independent factor.
Conclusion: Stone size is the most important factors inﬂuencing the
outcome of ESWL both in renal stone and ureteral stone. In the ureteral
stone group, the stone length is the more important factor than stone
width.
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Purpose: Urethroplasty remains the principal surgical management for
urethral stricture, especially in the increasing occasion of the discouraging
high failure rate after repeated optic urethrotomy or otis urethrotomy. In
the application of urethroplasty for adults, there were two major meth-
odologies demonstrated in the past decades. One is the use of buccal
mucosa graft and the other is dorsal approach for urethroplasty. Ure-
throplasty applying a mucosa graft to substitute the urethral mucosa is a
well-established treatment for urethral strictures. Buccal mucosa graft
urethroplasty should be considered as a treatment choice when urethral
strictures are multiple or longer than 2 cm. We hereby present our pre-
liminary experiences of buccal mucosa graft urethroplasty for the patients
with nearly sealed urethral stricture.
Materials and Methods:
Case 1
A 55 years old female patient has the past history of pelvic bone fracture in
2002. Since then, she suffered from weak stream, intermittent dysuria,
severe voiding difﬁculty, nocturia about 3 to 4 times per night and post-
voiding dribbling. Pelvic vaginal exam showed normal urethral oriﬁce but
local tenderness over anterior vaginal wall. Uroﬂowmetry showed
extremely decreasing maximal ﬂow rate with 5 ml/sec (total voided vol-
ume: 278.6 ml). Under the ﬁrst impression of ruling out female bladder
outlet obstruction, videourodynamic study (VUDS) was arranged. How-
ever, failure to insert the examining urethral catheter occurred and sub-
sequent ﬁbrocystoscopy revealed severe urethral stricture. Direct vision
internal urethrotomy (DVIU) was done and postoperative effect main-
tained only one week. Repeated DVIU was performed again three weeks
later after ﬁrst session. Due to the recurrent symptoms of difﬁcult voiding
and post-voiding dribbling and large amount post-void residual urine, she
received clean intermittent catheterization. After further evaluation, ure-
thraoplasty with dorsal onlay buccal mucosa graft (BMG) became the
better management for her recurrent urethral stricture. Retrograde ure-
throgram revealed urethral stricture over proximal urethra with nearly
sealed lumen (Figure 1). She accepted urethroplasty with BMG three
months later and several adjuvant episodes of sounding (From 20 Fr. to 30
Fr.). She regained maximal free ﬂow rate with 17.2 ml/sec and total reso-
lution of lower urinary tract symptoms.
Case 2
This 54-year-old male patient presented with a straddle urethral injury
over bulbar urethra on Sep. 15, 2014. Emergent suprapubic cystostomy
was performed at local clinic on the next day. Since then, he started to
suffer from difﬁcult voiding and straining. Two months after urethral
injury, he was referred to our institute for further management. Under
the impression of bulbar urethral injury, he received primary DVIU.
Nevertheless, he still suffered from straining voiding, weak stream and
difﬁcult urination after removal of Foley catheter. Even worse is acute
urinary retention occurred one month after ﬁrst session of DVIU. Sub-
sequent cystoscopy revealed bulbar urethral stricture with pin hole likeappearance. Retrograde urethrography and cystography revealed severe
urethral stricture with nearly sealed segment of 2 cm in length, close to
membranous urethra. Urethroplasty with dorsal onlay BMG was offered
and performed on Jan. 23, 2015. Two months after urethroplasty,
follow-up ﬂexible cystoscopy can pass through easily. Two sessions of
adjuvant transurethral balloon dilation were done for slight narrowing
of proximal anastomosis site. Urethral diameter could be dilated to 22
French. During perioperative and follow-up period, postoperative
urinary incontinence and erectile dysfunction were not reported by
patient. In addition, lower urinary tract symptoms were almost
resolved.
Conclusion: Urethroplasty with dorsal onlay BMG is a better treatment
option for previous failure of DVIU, multiple urethral strictures, or longer
segment of urethral stricture.
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Purpose: To evaluate the effect of focused mode Extracorporeal Shock
Wave Therapy (ESWT) combined Vacuum Erectile Device(VED) for the
treatment of patients with Organic Erectile Dysfunction.
Materials and Methods: This study has enrolled ﬁve cases treated by one
course low-intensity focused mode ESWT had been suffering from the
organic erectile dysfunction more than three months follow up. The pa-
tients received the new therapeutic protocol VEEST with focused mode
Extracorporeal Shock Wave Therapy combined Vacuum Erectile Device.
To analyze the efﬁcacy of treatment by VEEST, all cases were graded by
IIEF-5; Erection Hardness Grading Scale (EHGS) and Color Doppler US of
the penis.
Results: At the end of treatment course, cases of organic erectile
dysfunction, which IIEF-5 score were signiﬁcantly increased and EHGS
scale increased compared with pre-treatment data (P<0.01); Doppler ex-
amination reveals the increased the peak systolic velocity (PSV) and
elevated value of the resistive index (RI), but there was no statistically
signiﬁcant difference between the two groups (P>0.05).
Conclusion: For patients of stubborn organic erectile dysfunction, the new
therapeutic protocol VEEST with focused mode Extracorporeal Shock
Wave Therapy combined Vacuum Erectile Device can effectively treat the
troublesome symptoms of ED based on the marked increase of the IIEF-5
rating score; higher EHGS scale and improved result of power Doppler
examination.
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There are more and more reports of gasless laparoscopic surgery for pa-
tients with urologic neoplasms. We present 5 cases of single-site gasless
laparoscopic surgery for urologic surgery.
Laparoscopic surgery of the urologic system becomemature in recent days.
The blood loss can be controled by ultrsonic device or the double loop
appratus in the laparoscopic surgery. During the laparoscopic surgery, the
pneumoperitoneum created carbon dioxide inﬂation may cause some
adverse effect, including pulmonary embolism, ischemic heart disorder
and decreased renal perfusion. Gasless single port laparoscopic surgery is a
feasible way to avoid the complications caused by carbon dioxide
pneumoperitoneum.
The disadvantage of the gasless single port surgery is the difﬁculty for
maintaning the suggical ﬁeld, we use the wound retractor to maintain the
surgical ﬁeld.
